Intrapulmonary thymoma is a rarity-only nine cases have been reported. We describe here two cases of intrapulmonary thymoma diagnosed at necropsy and review earlier reported experience. '-6 Case reports CASE I A 46 year old Chinese man presented in July 1983 with intermittent haemoptysis and progressive exertional dyspnoea of six months' duration. Investigation at another hospital showed consolidation collapse of the left lung. Sputum examination was negative for malignant cells. Fibreoptic bronchoscopy showed narrowing of the left main bronchus due to extrinsic compression; a blind bronchial biopsy showed no evidence of malignancy. An exploratory thoracotomy was planned but no compatible blood was available for transfusion because the patient was found to have positive results in direct and indirect Coombs' tests. The bronchial obstruction and breathlessness became worse. He was given radiotherapy on the assumption that he had some form of intrathoracic malignancy and was referred to the Queen Mary Hospital for further management.
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From the Departments ofPathology, Medicine, and Surgery, Queen Mary Hospital, University ofHong Kong Intrapulmonary thymoma is a rarity-only nine cases have been reported. We describe here two cases of intrapulmonary thymoma diagnosed at necropsy and review earlier reported experience. '-6 Case reports CASE I A 46 year old Chinese man presented in July 1983 with intermittent haemoptysis and progressive exertional dyspnoea of six months' duration. Investigation at another hospital showed consolidation collapse of the left lung. Sputum examination was negative for malignant cells. Fibreoptic bronchoscopy showed narrowing of the left main bronchus due to extrinsic compression; a blind bronchial biopsy showed no evidence of malignancy. An exploratory thoracotomy was planned but no compatible blood was available for transfusion because the patient was found to have positive results in direct and indirect Coombs' tests. The bronchial obstruction and breathlessness became worse. He was given radiotherapy on the assumption that he had some form of intrathoracic malignancy and was referred to the Queen Mary Hospital for further management.
The patient looked ill. There was no clinical evidence of myasthenia gravis. He had a haemoglobin concentration of 8.2 g/dl with a reticulocyte count of 1.4% and normochromic, normocytic red blood cells. The leucocyte count was 8.2 x 109/l, and the erythrocyte sedimentation rate was 144 mm in the first hour. The total bilirubin level was 9 ,umol/l (0-53 mg/100 ml). There was diffuse gammopathy with an IgG concentration of 4800 mg/dl; antinuclear factor and rheumatoid factor tests gave negative results; serum complement levels were normal. A chest radiograph showed consolidation in the right lung, left pleural effusion, and peculiar curvilinear calcification in the left lung (fig la) . Transbronchial biopsy of the left lung was carried out through the fibreoptic bronchoscope, but the specimen showed only changes from irradiation.
Despite antimicrobial treatment, the patient died soon after admission to our hospital from bronchopneumonia.
Necropsy Jindings
In the left lung there were multiple well encapsulated tumour masses. The largest mass was in the upper lobe and measured 12 x 10 cm. It was situated subpleurally and was completely inside the lung. This tumour caused appreciably compression and displacement of the left upper lobe bronchus. The Microscopically, the tumour was a lymphocyte predominant thymoma (fig 2c) . The fibrous capsule completely separated the tumour from the lung parenchyma, and was continuous with the visceral pleura. 
Discussion
Primary intrapulmonary thymoma is a rare tumour. Worldwide only nine cases have been published. We have reviewed the features of the seven cases reported in English and German' 6 (two further cases have been reported, in Polish and Russian,78 but are not considered here). Three patients were male and four female, ranging in age from 14 to 71 years.
Kalish conveniently grouped intrapulmonary thymomas into peripheral and hilar types according to their proximity to the hilar region.5 All five peripheral intrapulmonary thymomas reported were found in the right lung.'4-6 The tumours were relatively small, solitary, and resectable, the largest being 6.5 cm in the greatest diameter.4 Only one of the five patients had symptoms, presenting with myasthenia gravis and finally dying from this even though the group.bmj.com on November 7, 2017 -Published by http://thorax.bmj.com/ Downloaded from tumour had been excised.' The other patients remained well after surgery46 or died from unrelated causes.:
Case 1 in the present report belongs to the peripheral group. The left rather than the right lung was affected, and this is the first reported case of multiple intrapulmonary thymoma. The largest mass, measuring 12 cm in its greatest diameter, was also the largest tumour of its kind reported so far. We consider the smaller tumour nodules in the present case to be multiple primaries rather than metastases because they were well encapsulated, there was no evidence of lymphatic spread or local infiltration, and the microscopic appearance of the tumour was that of a benign thymoma rather than a thymic carcinoma." Another peculiar feature of the case is the haematological picture. It is unlike the red cell aplasia occasionally associated with thymoma.'0 Unfortunately a full haematological investigation was not performed before the death of the patient. Possibly the positive Coombs test results are related to the thymoma.
The tumour in case 2 belongs to the hilar group. It differs from the two previously reported in that it was situated in the hilum of the right lung rather than the left23 and it was associated with myasthenia gravis, which caused the death of the patient. The previous two patients survived after surgical excision of the tumour. Tumour size is similar in all three cases.
It is now evident, perhaps not surprisingly, that both the peripheral and the hilar types of intrapulmonary thymoma may occur in either the left or the right lung. The tumour may be asymptomatic or associated with myasthenia gravis; it may be multiple or solitary; and it effects both sexes in a wide age range.
All cases were diagnosed after pathological examination following surgical excision or at necropsy. Although few cases have been studied so far, helpful clinical diagnostic clues are: (a) longstanding intrapulmonary chest radiographic shadows, particularly when there is a curvilinear shadow suggesting the calcified capsule of a tumour; (b) the presence of myasthenia gravis; and (c) absence of histological or cytological evidence of carcinoma. The prognosis so far appears good in symptom free patients, but poor in those with myasthenia gravis or with large tumours.
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